OBJECTIVES: To demonstrate a minimally invasive robot-assisted technique to resect a cesarean scar ectopic pregnancy also involving the cervix and subsequent metroplasty. DESCRIPTION: Cesarean scar ectopic pregnancy occurs in approximately 1 in 2000 pregnancies and has the potential to cause significant maternal morbidity and mortality due to risk of hemorrhage. It is unclear the most effective treatment of cesarean scar pregnancy due to limited available data. The case presented is a 30-year old female gravida two para one at 15 weeks gestation with cesarean scar ectopic pregnancy who underwent a robot-assisted resection after failed methotrexate treatment. After placement of the robotic port sites, the bladder flap was developed distal to the cervix. A large window was visualized in the lower uterine segment and cervical region. The cesarean scar ectopic was visualized involving also the cervical region just above the internal os; this was resected until normal myometrium was encountered. The myometrium was subsequently re-approximated in layers of 2-0-Monocryl suture. Hysteroscopy was then performed, where the sutures were visualized and the endocervical canal verified to be patent. Post-operative imaging revealed resolution of previously visualized ectopic pregnancy as well as a reinforced anterior lower uterine segment myometrium. CONCLUSION: Robot-assisted resection of cesarean scar ectopic pregnancy and metroplasty is a safe and feasible method for treatment of a cesarean scar ectopic pregnancy also involving the cervix. OBJECTIVES: To meet the increasing need for advanced robotic expertise, we used telemedicine technology to develop a system for telementoring that allows a remote expert surgeon to provide surgical mentoring to an on-site surgeon. DESCRIPTION: This system allows the expert surgeon to see the operating room table, the hands of the surgeon at the robotic console, and the surgical field and provides a continuous two-way audio feed. Initial testing consisted of a trainee suturing on a Da Vinci robot simulator while an expert surgeon provided telementoring feedback. Testing was then performed in a cadaver lab, where gynecology residents and fellows performed laparoscopic entry, robotic docking, and robotic hysterectomy under telementoring guidance. Finally, the telementoring system was utilized to proctor a surgeon undergoing formalized surgical mentoring during a robotic hysterectomy on a live person. Here, the expert robotic surgeon utilized telementoring but was available on-site for concerns. After optimizing the technology in simulator and cadaver labs, a robotic hysterectomy was successfully performed using telementoring with high satisfaction of both the expert surgeon and the mentee. In both the cadaver lab and the robotic hysterectomy, docking the robot was found to be the most challenging aspect to telementor as it requires an intricate set up and visualization of the details of the entire room. We successfully used this innovative technology to telementor a robotic hysterectomy and to identify areas for technologic improvement. Telestration, the ability to overlay markings from the expert surgeon on the robotically visualized field, was identified as a useful next step. Future plans also include comparison of telementoring versus in-person mentoring of robotic hysterectomies. CONCLUSION: We anticipate that telementoring will allow us to extend advanced surgical expertise far beyond where we can physically reach.
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OBJECTIVES:
The objective of this video is to demonstrate the steps and strategies used in performing a 2-port laparoscopic hysterectomy, which is a safe and practical alternative to traditional multiport laparoscopic hysterectomy. DESCRIPTION: In this video, a patient is undergoing a total laparoscopic hysterectomy and bilateral salpingo-oophorectomy as part of his gender reassignment surgery. Given a small and mobile uterus, a laparoscopic 2-port approach was offered instead of the traditional laparoscopic multiple port technique. Using only an umbilical and suprapubic port, both of which are 5mm, as well as a uterine manipulator, all the steps of a hysterectomy can be safely performed. This offers improved postoperative cosmesis and can potentially help avoid injury to anterior abdominal wall vessels and musculature. This video will demonstrate the steps and strategies in successfully performing a hysterectomy using only two ports. CONCLUSION: For the appropriately selected patients, 2-port laparoscopic hysterectomy is a safe, feasible, and practical option.
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58 Development of a portable, low-tech veress entry simulation model OBJECTIVES: Current models that are designed to specifically address the skillset required to perform Veress needle entry are limited, thus the aim of this simulation is to demonstrate a low-cost Veress needle entry model for trainee education and practice. DESCRIPTION: The construction of this model is based on common household and grocery store items that are readily accessible. The model requires an empty shoe box, food wrap, a sponge, a cookie tin, duct tape, a box cutter or scissors, a rubber band and Velcro. The model is housed in an empty shoe box. To assemble the model, first a central portion of the shoe box lid is excised in a rectangular shape. The opening in the lid is covered with a sponge that is secured on both sides with tape. A rectangular cookie tin without its lid attached is covered with GladÒ Press'n SealÒ and placed inside the shoebox. The tin is affixed to the base of the shoebox with Velcro adhesive. The shoebox is then covered with the sponge-laden lid. The model ajog.org
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